Veterans who obtained TCP services in FYs 2013 and 2014 experienced a 67% decrease in hospital admissions and a 61% decrease in ED visits in the 90 days following participation in this program compared with the 90 days prior to participation.
risk is particularly high when patients leave the hospital to receive care in another setting or home ( Jing, Young, & Williams, 2014 ) .
Research has identifi ed several gaps in care behind failed care transitions. Per Naylor and Keating (2008) , factors that contribute to gaps in care during critical transitions include poor communication, incomplete transfer of information, inadequate education of patients and family caregivers, limited access to essential services, and absence of single point person to ensure continuity of care. Language and health literacy issues as well as cultural differences exacerbate the problem.
Lattimer, Sminkey, Skinner, and Serbin (2013) describe transition points as the weakest links in the chain of care, leading to ineffi ciency, fragmentation, and poor outcomes. There are health as well as economic costs associated with poor transitions in care. Such failures create serious patient safety, quality of care, and health outcome concerns. Furthermore, they place signifi cant fi nancial burdens on patients and the U.S. health care system as a whole. All of these variables contribute to patient and family caregivers' dissatisfaction ( NTOCC, 2010 ) .
So, what is transitional care? Transitional care is defi ned as a broad range of time-limited services designed to ensure health care continuity, avoid preventable poor outcomes among at-risk populations, and promote the safe and timely transfer of patients from one level of care to another or from one type of setting to another ( Naylor, Aiken, Kurtzman, Olds, & Hirschman, 2011 ) .
Veterans Administration Medical Centers (VAMCs) across the nation have tackled health care's weakest link with the aim of improving care transitions. The Hunter Holmes McGuire VAMC has developed a multidimensional approach to improving care transitions, with options that not only address Veterans' needs but also address distance from the facility. The transitional care program (TCP) was developed for Veterans with multiple emergency department (ED) visits and hospital admissions for the same or similar diagnoses in a 90-day period. By focusing on medication and treatment adherence, this program has reached its goal of decreasing, and in some cases eliminating, additional ED visits or hospital readmissions by this population. This article provides a detailed outline of the Hunter Holmes McGuire VAMCs TCP's clinical protocols, feasibility, and assessment of its impact on 90-day rehospitalization and ED utilization as well as cost savings. Evidence is provided that this TCP may be a practical and effective transitional care option for other VAMCs, as well as civilian hospitals, that serve urban as well as rural patients.
DESCRIPTION OF INDUSTRY TRENDS
Rigorous studies in hospital settings in the Department of Veteran Affairs health care system as well as in the civilian sector demonstrate that TCPs that provide in-home visits or telephonic follow-up, with focused support during the immediate post-hospital period, can improve patient safety and reduce hospitalizations. The NTOCC encourages health institutions, providers, and caregivers to utilize best practice models when designing TCPs. The Hunter Holmes McGuire VAMC TCP takes the approach that "it takes a village" to manage Veterans with multiple chronic illnesses who are at high risk for readmission to the hospital or ED. TCP developers utilized components from some of the above-listed best practices to build this program. The TCP has a multidisciplinary team that is staffed by advanced practice nurses as described in Naylor's TCM, which includes the components of screening, engaging patient and caregiver, managing symptoms, educating/promoting self-management, collaborating, ensuring continuity, coordinating care, and maintaining relationship. The TCP described in this article Watkins, Hall, and Krig (2012) , although there are many welldesigned and successful TCPs, there may be a lack of focus on seniors with a combination of complex social and medical needs. Without transportation to the doctor or grocery store, many frail older adults who leave the hospital are unable to properly care for themselves when they return home. The results from this Hospital to Home Program emphasize the importance of social worker involvement to assist in connecting patients to community supports and to work with patients and families to address unexpected needs. A social worker is also trained to address the denial of need expressed by some patients and families.
The World Health Organization states that medication and treatment adherence issues are the primary reasons for readmissions and ED visits (CMSA, 2012) . This supports the integration into this TCP of the NTOCC (2010) recommendation of standardizing medication reconciliation through electronic health records and expanding the role for pharmacists as well as standardizing the patient's personal medicine list. Medication adherence is also advocated by Crotty, Rowett, Spurling, Giles, and Phillips (2004) , who demonstrated that use of a pharmacist transition coordinator improved aspects of inappropriate use of medications across health sectors, specifi cally hospital to long-term care.
DESCRIPTION OF PROGRAM
The Hunter Holmes McGuire VAMC TCP is currently staffed with a physician medical director who provides program oversight; two nurse practitioners (NPs), one inpatient and one outpatient; a clinical pharmacist (PharmD) who covers inpatient and outpatient areas; two RN CMs; and an LCSW. When this program was initiated, Veterans with two ED visits and/or two inpatient admissions within a 90-day period were identifi ed by the inpatient NP or PharmD utilizing a screening process. If the Veteran met this basic criteria as well as additional criteria described in the Sample section of this article, a consult was placed to the outpatient NP and the Veteran was subsequently contacted either while inpatient or within 3 to 5 days of discharge. This criterion was expanded to include Veterans who meet high-risk Care Assessment Need (CAN) score criteria. The CAN score is a risk stratifi cation tool used to identify patients at highest risk for hospital admission and/ or death for focused care management. It is based on statistical prediction models of Veterans enrolled in primary care, using patient characteristics and health care use information. The CAN score is expressed as a percentile ranging from 0, which is the lowest risk, to 99, which is the highest risk ( Fihn & Box, 2013 ) .
The TCP is currently funded through the Offi ce of Rural Health; therefore, there is a focus on meeting needs of rural Veterans in addition to those who fall within a set 50-mile radius of the hospital for RN CM or LCSW home visits. Veterans living outside the 50-mile radius or who decline home visits are offered telephone clinic. Additional key program features include collaborating with the inpatient team to reduce errors in the discharge planning process; inpatient PharmD completing medication review prior to discharge; fast tracking to key VA and/or non-VAcontracted resources such as Skilled Home Health (HH), Home Health Homemaker or Aide, HomeBased Primary Care (HBPC), and Care Coordination Home Telehealth; providing prompt in-home RN CM visit postdischarge and collaborating with Veteran's primary care team throughout the 29-day program.
The inpatient NP and/or PharmD screen Veterans who meet program criteria and identify potential problems and educational defi cits that may increase risk for readmission. They collaborate with the inpatient medicine team to reduce errors in the discharge planning process as well as place an electronic consult for TCP services. The PharmD attempts to complete an intensive medication reconciliation and education of the Veteran and family prior to discharge in order to help prevent medication errors at home. Some consults are made on the basis of chart review when the inpatient NP and/or PharmD are unable to see the Veteran prior to discharge. Some Veterans will transition to nursing homes (NH), either in the VA or in the community, for short-term rehabilitation following their hospitalizations. In these cases, these Veterans are tracked on the TCP log (Appendix A). The TCP LCSW makes contact with the NH to obtain a discharge date. The day prior to the Veteran's NH discharge, the TCP PharmD will contact the NH to obtain a list of discharge medications. She forwards this information to the TCP RN CM, who then makes contact with the Veteran or caregiver to schedule a home visit. If the Veteran is outside the 50-mile home visit radius, he or she will be scheduled for the telephone clinic.
The LCSW receives the consult, adds the Veteran's name as well as pertinent information to the tracking log, and assigns the Veteran to one of the RN CMs. If the Veteran is still hospitalized, the RN CM makes an attempt to visit the Veteran on the inpatient unit. If the Veteran has been discharged, the RN CM contacts the Veteran by phone to offer services and schedule an initial home visit as soon as possible postdischarge. Home visits require a written consent form be signed by the Veteran. If a Veteran declines home visits, the RN CM offers him or her the phone clinic. The PharmD or one of the RN CMs calls the Veteran who accepts telephone clinic followup once a week for 29 days.
For Veterans who accept home services, the RN CM makes either weekly home visits or telephone calls postdischarge once a week for 29 days. Most Veterans receive at least two home visits and two telephone calls during the 29-day period. The RN CM performs an initial assessment that includes a safety evaluation, an extensive medication review, and physical assessment. Abnormalities and discrepancies are reported to TCP team members as well as the Veterans' primary care provider (PCP) and care manager. The RN CM also provides education and written information on disease management. The RN CM collaborates with and/or coordinates services with the Veteran's PCP and care manager as well as non-VA providers such as HH agencies. Contact is maintained with the Veteran's PCP and care manager through the VAMC's electronic patient record, instant messaging, and/or phone calls. At the end of the 29-day program, the Veteran returns to his or her PCP or is admitted to the HBPC program, depending on Veteran preference and needs assessment. To ensure continuity of care as the Veteran transitions from the TCP to primary care or HBPC, the RN CM provides a copy of the Veteran's current plan of care.
The PharmD and RN CM collaborate to provide the Veteran with an accurate discharge medication (pill box fi ll) chart (Appendix B), adjusting the print size to accommodate Veterans with low vision. The RN CM may also offer the Veteran a patient log (Appendix C) as a tool to self-monitor vital signs, weight, blood glucose levels, and/or O 2 saturation. The RN CM collaborates with the Veteran and family or caregiver to develop an initial plan of care that is provided to the Veteran on the assessment visit followed by updates on subsequent visits (Appendix D). As part of the initial assessment, the RN CM not only discusses the health care teams' goals for the Veteran but also assesses the Veteran's personal goals and incorporates them onto the plan of care. Many times, these goals focus on the Veteran's desire to remain independent, at home and out of the hospital.
In addition to tracking and managing TCP consults, the LCSW completes a psychosocial assessment; assists Veterans in applying for VA benefi ts; links Veterans to community resources; and assesses caregiver stress levels, as well as providing counseling and/or community resources. The outpatient NP is available to collaborate with RN CMs and LCSW during home visits, as needed, advising them over the phone on urgent concerns such as elevated blood pressure or blood glucose levels as well as signs or symptoms of congested heart failure. This NP also reviews medications on the basis of the RN CMs assessment, makes adjustments as indicated, calls Veterans to clarify any questions/issues/symptoms, and advises them on the basis of the current assessment. This NP is available to order medications renewals if the RN CM has diffi culty accessing Veterans' PCP and will consult with the PCP on the current plan of care as indicated. The outpatient NP takes the lead for data collection assisted by the RN CMs. The RN CMs record Veterans pre-and post-90-day admissions and ED visits (if they receive this information) on the spreadsheet for Veterans enrolled into the TCP and assist the outpatient NP in chart reviews as needed. A chart with TCP interventions by the team member is provided in Appendix E.
METHODS

Design
Excel spreadsheets were developed and used to track information on Veterans who accepted TCP services, as well as those who did not accept services (Appendix F). A retrospective review of medical records for Veterans who accepted TCP services was conducted for fi scal years (FYs) 2013 and 2014, with a focus on number of admissions and ED visits 90 days prior to admission to the TCP and 90 days following TCP admission for same diagnosis. A TCP outcomes chart (Appendix G) was developed to track and record the following items each month during the FY: total number of patients enrolled, number of hospitalizations 90 days prior to TCP enrollment, number of hospitalizations 90 days post-TCP enrollment, number ED visits 90 days prior to TCP enrollment, and number of ED visits 90 days post-TCP enrollment. The costs of a 4.45-day admission length of stay and ED visits were calculated as detailed in the Measures section below.
Setting
The Richmond, VA Hunter Holmes McGuire VAMC is a 399-bed facility offering primary, secondary, and tertiary health care in medicine, surgery, neurology, rehabilitation medicine, intermediate care, acute and sustaining spinal cord injury, skilled NH care, and palliative care and is located in Central Virginia. The TCP is for Veterans making inpatient to outpatient transitions from the VA, community hospital, or ED to home. Some Veterans will transition to NHs either in the VAMC or community for short-term rehabilitation following their hospitalizations prior to TCP follow-up.
Sample
Veterans with more than two hospital admissions and/or ED visits in the past 90 days or at high risk for readmission based on a CAN score of greater than 95 were identifi ed for TCP. Additional screening criteria included admission diagnosis of acute exacerbation of chronic disease (e.g., chronic obstructive pulmonary disease, congestive heart failure, diabetes mellitus, or hypertension); vague admission diagnosis, that is, not specifi c to a disease process (e.g., falls, generalized weakness, or failure to thrive); and/or poor social support system (e.g., lives alone and/or absence of caregiver). Exclusion criteria included Veterans who were active substance abusers, had a primary mental health diagnosis, were homeless, and/or with a spinal cord injury. Veterans with spinal cord injury receive transition services through another VAMC program. Veterans who met the aforementioned inclusion criteria as well as lived with in a 50-mile radius of the VAMC were offered services and, if they accepted, were enrolled in the TCP for home visits. Veterans living outside the VAMC 50-mile radius, or who declined home visits, were offered telephone calls and, if they accepted, were enrolled in the TCP telephone clinic. In FY 2013, 200 Veterans participated in the program, with 146 participating in 2014. There was only one RN CM assigned to the program for the fi rst 6 months of 2014, which contributed to the drop in number of participants.
Measures
Numerators included number of hospital admissions 90 days post-TCP enrollment and number of ED visits 90 days post-TCP enrollment. Denominators included number of hospital admissions 90 days prior to TCP enrollment and number of ED visits 90 days prior to TCP enrollment. Admission cost calculation was based on $2,539 (average cost per day for 4.45-day length of stay for a general medical acute admission at the Richmond, VA, VAMC), which totals $11,298.55 for cost per admission ( DiMeoSpeights, 2014 ) . ED cost calculation is based on average U.S. ED visit cost of $2,168 ( Abrams, 2013 ) .
Demographics
Of the 200 Veterans participating in FY 2013, 198 were male and two were female, ranging in age from 54 to 93 years. Of the 146 Veterans participating in FY 2014, 143 were male and three were female, ranging in age from 47 to 92 years. A majority of the Veterans in the program were at least 65 years old. Most of the participants suffered from chronic illnesses to include but not limited to chronic obstructive pulmonary disease, congestive heart failure, diabetes mellitus, and/or hypertension and were receiving eight or more medications.
Program Outcomes
Pre-TCP enrollment ED 90-day visit totals for FY 2013 were 212 and 244 for FY 2014 for a total of 456. Post-TCP enrollment ED 90-day visit totals for FY 2013 were 66 and 113 for FY 2014 for a total of 179. This is a difference of 277 ED visits, which is a 61% decrease (see Figure 1 ) . Pre-TCP 90-day enrollment hospital admissions for FY 2013 were 309 and 266 for FY 2014 for a total of 575. Post-TCP 90-day enrollment hospital admissions for FY 2013 and FY 2014 were 96 each year for a total of 192. This is a difference of 383 hospital admissions, which is a 67% decrease (see Figure 2 ) . The total cost savings from avoided ED visits and hospital admissions for FY 2013 were $2,193,820 and $1,629,835 for FY 2014. The total estimated medical center program cost savings equaled $3,823,673 (see Table 1 ). Cost determination for admissions and ED visits is explained in the "Measures" section.
Problems that were identifi ed and have been resolved since the program began in 2012 include limited time available to the outpatient NP or RNs for seeing Veterans while they were inpatient (the inpatient NP position was added with backup from the PharmD and outpatient NP); need for improved discharge planning for high-risk population with unmet psychosocial needs (LCSW position was added as did not have an LCSW when the program initiated in 2012); medication discrepancies (PharmD position was added and full-time equivalent [FTE] was increased from 0.5 FTE to 1.0 FTE within a year); and identifi ed Veterans with transitional needs outside the VAMC 50-mile radius (initiated a telephone clinic with current RN CMs and PharmD as well as pursing additional RN CM FTEs to staff the telephone clinic).
Limitations and Recommendations for Future Initiatives
The NTOCC Measures Work Group (2008) lists four outcomes in their Key Elements of the Framework for Measuring Transitions of Care: patients and/or family's experience and satisfaction with care received; providers' experience and satisfaction with the quality of interaction and collaboration among providers involved in care transitions; health care utilization and costs (e.g., readmissions); and health outcomes with patient wishes (e.g., functional status, clinical status, medical errors, and continuity of care). This TCP has adequately addressed health care utilization and cost outcomes but has not yet put into place a means for Veterans, their families, and providers to provide feedback about their level of satisfaction with the program in general as well as care provided by individual team members. Although no formal satisfaction or qualityof-life surveys were conducted, Veterans and caregivers reported to the RN CMs and LCSW that the program was helpful and provided them with much needed support. PCPs and especially non-VA providers (home health and hospice agencies) expressed appreciation for TCP interaction and collaboration. Record reviews conducted 90-days post-TCP participation recorded patient self-management improvement. This TCP may want to consider developing patient and family as well as a provider satisfaction surveys for process improvement projects and data mining.
Although Veterans are given the opportunity to express their wishes by sharing their personal goals, which are integrated into the TCP plan of care, measurement of health outcomes to include functional status is lacking. This program may want to consider utilizing a instrument such as the 36-Item Short-Form Health Survey as reported by Watkins et al. (2012) or the Vulnerable Elders Survey-13 as described by Guzman-Clark, Oglesby, Mather, and Williams (2014) to formally measure health care quality-of-life outcomes for this population pre-and postprogram.
Implications for Case Management
As life expectancy of Veterans with chronic health care conditions continues to increase, extending independent living at home remains an important patient goal. This population is fi ercely independent and does not want to spend additional time in the hospital, at the ED, or in rehabilitation facilities. This TCP assists Veterans in attaining additional support and resources to increase their potential to function successfully in a home setting; it focuses on improving and encouraging communication with PCP by providing Veterans and caregivers with access to essential services and assigning a single point person (RN CM) to ensure continuity of care. The RN CM is the TCP team member who connects all the dots for the Veterans' care as they transition from the hospital, ED, or NH to home. As per Lattimer et al. (2013) , the professional case manager is the hub for patient care engaging with the team, the patient, the family, and others beyond the team. They are uniquely positioned to coordinate care and improve transitions to serve as the hub to which all parties are connected. The outcomes of this TCP demonstrate that using an interdisciplinary approach in developing patientcentered transition plans of care, using intensive case management interventions, improves resource utilization with substantial fi nancial savings. This program represents a feasible option for other VAMCs as well as civilian hospitals seeking to provide cost-effective transitional care to patients upon discharge and prevent untimely readmissions. This TCP includes all of the NTOCC seven essential transition interventions, medication management, transition planning, patient and family engagement and education, information transfer, follow-up care, health care provider engagement, and shared accountability across providers and organizations ( Lattimer et al., 2013 ) , with the RN CM leading the way in successful demonstration of the value of smooth care transitions. 
